Few things are more dramatic and stirring in the general advance of medicine to-day, than the progress and evolution of thoracic surgery. In the last quarter of a century more has been achieved than in the preceding two and a half millenia. Three years ago, a lady from S. Africa came to London for advice about her bronchiectasis, which was secondary to a foreign body which had remained six months impacted in a bronchus before being coughed up. Lipiodol showed the dilatations to be confined to the lower half of the right lobe. A phrenic evulsion was performed, but not much was promised from it. She was told at the time, that, were the technique slightly further advanced, lobectomy would be the treatment of choice, and one which would eradicate the whole of the affected part. Three years passed, and she returned. She was worse, with clubbed fingers, and intolerably offensive breath and sputum. Lobectomy was advised. This was done, and in six weeks she was walking in the open air, her symptoms cured, the diseased lung radically removed. This will illustrate the rapid advance that is being made on the technical side.
That With the rapid march of these discoveries, anesthesia has not lagged behind, and without the almost perfect method of anesthesia employed, none of the advances would have permitted the successful evolution of thoracic surgery which we see proceeding before our very eyes. The bodily comfort and mental calm induced by the so-called basal narcotics, the judicious combination of local anaesthesia with gas and oxygen, given skilfully through a long operation, with the patient a good colour, without a trace of cyanosis and restlessness throughout, all are powerful factors in reducing mortality, in preventing shock and avoiding inhalation pneumonitis.
Lastly, there is the brotherhood of thoracic workers, international and worldwide, the value of which in pooling knowledge and improving technique cannot be exaggerated.
A purposeful digression was made when discussing the baneful effect of the indiscriminate adoption by all and sundry of rib resection, a warning which should be taken to heart to-day. Lobectomy in the experienced and skilled hands of the highly-trained thoracic surgeon, is a practical operation with a rapidly decreasing mortality. The moment it is realized to be safe and effective, there will be a large number of lobectomies required for bronchiectasis and other suppurative conditions, and for malignant growth. If this is to become a routine procedure by any surgeon, the mortality will be frightful, and the method will fall into disfavour and desuetude. Nevertheless, the work cannot be kept in the hands of a small body of highly trained pioneer thoracic surgeons. It We must remember that Trousseau, though he did so much to advance the treatment of empyema and pyo-pericardium, taught that lung abscess was altogether beyond the reach of surgery. New methods can be envisaged for the closure of adherent apical cavities, the removal of tuberculous areas, and the drainage of bilateral bronchiectasis not amenable to lobectomy, and many other conditions. The limitation of purely medical treatment is too apparent to need elaboration. Until we know how to prevent diseases of the chest, we shall have need of surgery, and perhaps an increasing need. New tentative and experimental operations will be wanted, devised and designed, and though we must ever apply the golden rule, and though we would never willingly add one iota to our patient's sufferings, we shall frequently be compelled to ask ourselves, is the condition such, and is the patient's bodily and mental suffering such, that almost any risk is warranted ? and it is just at this point that the patient so often comes forward and makes the decision for us.
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